While international and regional human rights instruments have recognized female genital mutilation/cutting (FGM/C) as one of the most prevalent forms of violence against women and girls, in many African states FGM/C is a deeply entrenched cultural practice.
| INTRODUCTION
Female genital mutilation/cutting (FGM/C) remains a pervasive harmful cultural and traditional practice. FGM/C refers to all procedures involving partial or total removal of the external female genitalia or other injury to the female organs for non-medical reasons. 1 
WHO
classifies FGM/C into four types-namely, clitoridectomy, excision, infibulation, and a general unclassified genital injuries category. From the foregoing, it is clear that FGM/C is recognized as a practice that violates a number of human rights laws. As a result, states that are a party to these international human rights instruments have a duty to fulfil, protect, and promote the fundamental rights of women and girls in their jurisdiction against the practice.
| RECENT NATIONAL LEGAL TRENDS IN SUB-SAHARAN AFRICA
A key legal duty on states is to ensure the protection of women and 
| Health approach
The health approach is often based on scientific proof linking of FGM/C with excessive loss of blood or hemorrhage and predisposition of the victim to HIV infections. 4 This approach tends to inform the community and other stakeholders about the negative health consequences of FGM/C. It presents evidence-based facts or information corroborating the harmful effects of FGM/C on the girl child.
The health approach aims to appeal to the moral conscience of the public and has won the support of traditional and religious leaders in some African countries. For instance, the approach has necessitated the issuance of Fatwas (authoritative legal opinions) by Islamic clerics against FGM/C in countries such as Egypt, Mauritania, and some
West African countries where the practice is linked to Islam. 18 One of the challenges of this focus on the health risks of FGM/C is that it unintentionally leads to numerous parents and relatives seeking safer procedures, rather than abandoning the practice totally in countries such as Egypt, Kenya, Mali, Nigeria, and Sudan. 19 This has led to the increasing trend of medicalization of FGM/C: an attempt to minimize the health risks of the procedure by having it performed by a healthcare provider either within or outside a health facility.
Additionally, reinfibulation following childbirth of previously mutilated or circumcised women is still performed in various countries around the world.
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While medicalization procedures can address short-term risks, such as infection and pain, they fail to eliminate the long-term risks, including emotional and sexual problems. Medicalization can also create the illusion of 'legitimacy' despite the adverse effects on women and girls. 22 As a result, states, international organizations, and nongovernmental organizations have increased their calls for the prohibition of medicalization of FGM/C. Both the UN and WHO condemn the practice of FGM/C by medical professionals in any setting, including hospitals and other health establishments. 23 The International
Federation of Gynecology and Obstetrics (FIGO) also condemned the practice, in view of the ethic to 'do no harm', which obligates obstetricians and gynecologists to oppose performing acts that are deemed to be contrary to medical principles. 24 A group of prominent medical bodies from five African nations has also issued similar public statements. 25 The duty to not conduct medicalized FGM/C incumbent on healthcare professionals is also premised on ethical issues surrounding patients' autonomy and consent, since FGM/C is often practiced at ages when girls are unable to give consent. When FGM/C is imposed by medical personnel, the practice reinforces social control of women's sexuality and violates their bodily integrity and dignity. 26 It has been argued that medicalized FGM/C should not be viewed as a harm reduction strategy, given the human rights implications and the likelihood that medicalization might further entrench the practice rather than end it. 27 For instance, the maximum penalty of life impris- critical that material on FGM/C is integrated into medical school curricula to inform students about its short-and long-term complications, its illegality, and how to counsel parents against FGM/C. 
| Alternative rites of passage approach
In some African communities, FGM/C is performed as a rite ceremony to signify entry into puberty or maturity. Hence, a girl who does not undergo the ceremony is often viewed as an 'outcast,' 'unsuitable for marriage', or 'impure'. 30 The shame and stigma often associated with a girl who does not undergo the ceremony is usually unbearable and many parents understandably want to avoid this stigma for their children. 
| Empowerment approach
The empowerment approach takes as a starting point the belief that rights, the Guttmacher-Lancet Commission emphasized that countering opposition to FGM/C based on long-standing customs and beliefs requires changes in social norms and structures that will enable women and girls to understand and realize their sexual and reproductive rights. 32 These include increasing the capacity of women and girls to make decisions about their bodies through education, combined with social and economic empowerment. 33 
| EFFICACY OF LAWS CRIMINALIZING FGM/C
Criminalization of FGM/C is intended to serve as a catalyst for social change and to foster an enabling environment for the abandonment of the practice. This is because, although use of criminal law has generally been accepted, it should be seen as only one of the interventions by governments to support social movements to end it. Studies have shown that in countries such as Senegal, legislation on FGM/C complements other reform strategies. 34 The number of prosecutions or arrests in cases involving FGM varies across countries, and overall has been very few. In Kenya, the special unit for investigating FGM/C cases that was opened in 2014
following the ban in 2011 prosecuted 76 cases in its first 2 years. In
The Gambia, for example, there have been two court cases relating to FGM/C since the law was adopted in late 2015. One of the cases involved a 5-month-old baby in Sankandi Village who died as a result of FGM. In 2016, the grandfather was accused on several counts of inciting and promoting female circumcision which led to the child's death. 35 The grandmother was also charged with having knowledge about the circumcision taking place but failing to inform authorities concerned. The case is still pending. 35 In 2016, the government of Burkina Faso reported to the CEDAW Committee that, in 2009, 241
persons were convicted for excision and complicity in excision contrary to the law prohibiting FGM. 36 Those prosecuted included traditional cutters and accomplices including parents and family members, and there was one reported case involving a midwife. 36 Burkina Faso is increasingly recognized as one of the few countries where FGM/C legislation is effectively and systematically enforced. This is due in part to strong political will, translation of the law in the local languages, and involvement of members of the community through the use of mobile community courts that combine sentencing with dialogue. 37 However, in many other African countries FGM/C is performed without legal consequences for offenders, despite laws prohibiting the practice. In most countries, there are no effective mechanisms in place to report, refer, and protect girls and women at risk of FGM/C, so the number of court cases is low or non-existent.
The continued practice of FGM/C, despite criminalization, can be attributed to a number of reasons. First, change is slow because FGM/C is a deeply rooted traditional practice and is entrenched in culture. Second, there is a general lack of acceptance of the laws that condemn the practice, largely because majorities of the affected communities are usually not involved in the law-making processes. This results in a perception of these laws as foreign and as a challenge to indigenous norms and culture. In a majority of places where FGM/C is practiced, traditional and religious leaders wield more power and influence than the government. Third, there is a lack of accountability procedures and of strong national law enforcement mechanisms due to ineffective governmental coordinating bodies, weak human rights institutions, and ineffective judiciaries. Generally, the human rights protection systems are weak, and do not have adequate financial, technical, and human resources to fulfil their mandates.
Criminalization of FGM/C can be effective if there is a full commitment and political will within the government. In addition to enacting laws, governments have to put programs, structures, and resources in place to intensify sensitization against the practice.
| CONCLUSION
Although the growing trend of FGM/C criminalization, including prohibition on medicalization, is timely, it is not necessarily a guarantee that girls and women will be protected. However, the trend is an important and necessary step in providing an enabling environment for change. Laws intended to prevent the practice of FGM/C require enforcement and implementation, including awareness raising, capacity building for law enforcement, and training for alternative livelihood skills for ex-circumcisers, along with empowering women and girls, coalition building with religious and traditional leaders, and engagement with men and boys in changing social norms that drive the practice of FGM/C. Additionally, as health service providers are uniquely positioned to exert influence, the care system also needs to be ready to undertake a holistic and multi-disciplinary approach to addressing the negative physical, mental, and social health consequences of FGM/C procedures.
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